been done there is a good deal of loss of function. Surely our aim is not solely the making of these men fit from the military point of view;
we have to think of the man as having undergone serious injury, and to consider, not only his fighting possibilities, but also his future life, which, it seems to me, is a point Mr. Colyer has not sufficiently taken into consideration.
The four points with which Mr. Lewin Payne concluded should, I think, be emphasized-namely, all cases of jaw injury should receive the assistance of a dental surgeon as soon after the injury as possible.
This cannot be too much insisted upon, especially at a meeting which includes members of the Surgical Section. The second point is, that the treatment should be begun as soon after the injury as possible. Those who have seen hundreds of these cases under treatment are convinced that it can be commenced much earlier than the average dentist might have considered possible. Mr. Payne's point as to the segregation of these cases into special hospitals, or special departments of hospitals, is one which we, especially as members of the Surgical Section are present, wish to emphasize to the authorities. We have done our best, as dentists, to impress upon the authorities the need of this. It may be thought we are getting these cases in the delayed form because the authorities were not 'warned, but that is not the case.
The heads of both the Navy and Army Departments were warned of the need before any soldiers left this country. We also promised them that we would place the whole of our services at their disposal to ensure an efficient service for this kind of case. But, though we have reiterated the necessity from time to time, very little has been done, and I think the authorities are extremely to blame for these cases reaching us without treatment six or eight months after-the injury.
Mr. J. G. TURNER.
I have had some little experience of these cases in the present War. The sepsis in some of the cases is remarkable, worse than I have ever seen. I find Dakin's solution extremely useful; and chloramine (now termed "tolamine"), another of Dakin's productions, has been very well spoken of by a man from the Dardanelles for these jaw cases. Whether one should attempt much in the presence of such sepsis is an important point. But Claude Martin and his pupils were never frightened by a large amount of suppuration in dealing with bone cases in the jaws, screwing flanges into bone, and so on. They expecte.d at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from prolonged suppuration. One wonders whether one dare risk it. A man who has been exhausted by fighting had better not be treated in that way; it seems better to make use of antiseptics to kill off as much as we can; Dakin's hypochlorite solution does not kill the tissues at the same time.
The various classifications of fractures we have agreed to fairly well. A fracture without loss of bone can be efficiently dealt with provided there are a fair number of teeth left.
Pace Mr. Pearce's fears as to public opinion, I think Mr. Colyer's suggestion to treat delayed fractures by extraction on the line of fracture has proved itself. When a fracture occurs behind all the teeth, I think a removable cradle splint should be used.
I agree with other speakers as to the difficulty of using cemented splints in the kind of mouths we see, especially when there is the possibility of having to take off a splint to remove a root.
Where there is but small loss of bone, but including the whole depth of the mandible, I believe, as Mr. Stanley Mummery said, there is a very good possibility of fragments of bone and osteogenetic tissue being left, and that is all that is wanted; bone will be regenerated. If the skiagram shows such fragments, we should fix the two main fragments apart, and so give the scattered fragments a better chance of regenerating the bone. If there are no such fragments, then putting them together and, later, stretching, may lead to an equally good result. It may also be possible to turn down into the gap a piece of bone from the patient's mandible, hingeing it on a vital union of periosteum. There we need, by a cap splint on the teeth, to make the two portions immovable. Where there was large loss of bone, but plenty of soft parts remaining, Claude Martin used large masses of vulcanite, replacing a temporary apparatus of the same kind flanged on to the bone fragments. The masses of vulcanite used for temporary work should be solid; there should be no attempt to drain through the vulcanite, as originally advocated. The temporary apparatus should, if possible, be fixed to the fragments of bone. Where there is large loss of tissue, there is less to be done, and one must look to the surgeon for plastic operations. I think we may be blaming the surgeon too much in calling attention to the contracted mouths which we see later; there may not have been the possibility of doing a decent plastic operation.
Bone-grafting seems to open up a useful field. I should like to speculate on one or two possibilities. The tissue from which bone is renewed is not periosteum, but bone cells under the periosteum and in the medullary portion. In the lower jaw one can frequently see the medullary portion renewing bone. For instance, the root of a septic tooth, or of an implanted tooth, is absorbed. On taking such a tooth out, one often brings with it a little mass of new bone which has grown into the absorbed hollow of the root. New bone may be deposited on the cortical side of the periosteum to a considerable extent. These cells are delicate. If we are going to make a graft, it seems wrong to pick out the cortical hard bone and dovetail it into other hard bone; there is not the blood supply, nor is the cortex the part which will be penetrated easiest, or which will send out the bone cells to the greatest extent. We should take as much of the medullary portion as possible, and fit it in loosely, for fear that the pressure may kill the cells. So here we need a good intra-buccal splint to allow the implanted bone to lie easily in the cavity. Perhaps the amount of bone should be small, so that the nourishing lymph inay have access to it.
The case in which Sir Frederic Eve embedded phosphor bronze wire leads one to hope that it might be a permanence. But I think that is very unlikely, and if it is not to be so regarded, the line of temporary treatinent is not to allow contractions to take place into so small a bulk as the phosphor bronze wire indicates. Large masses are what we try to use, so as to keep space for a permanent apparatus. All metals let into bones which are movable are apt subsequently to work loose. It is only where there is no movement that you may expect the bone to overlap the metal, or even, as has happened, grow through the perforations in that metal.
A point I would emphasize refers to cicatrization. Once you have stretched the cicatrix, a return can be prevented by the exertion of a small amount of force, but it must be applied daily, otherwise you will soon learn that the cicatrix is going back. It is not the case that once you have stretched, the matter can safely be left.
Mr. LEWIN PAYNE (in reply).
In concluding this debate, I shall only attempt to refer to a few of the points which have been raised.
As Dr. Hayes explained in his opening remarks, no new pathological problems are presented by the cases we have been discussing, but the difficulties to be contended with are those relative to the complexity and variety of the deformities. These problems are essentially the work of the dental surgeon, and, to repeat the statement of
